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State

HAWAII

SUPPLEMENT 6 TO
ATTACHMENT 2.6 - A

Standards for Optional State Supplementary Payments

Payment Category Administered by Income Level D.Incomed
isregards
Gross Net Employed
(Reasonable — —_—
Classification) Federal State
1l person | Couple 1 person Couple
(1) (2) (3) (4) (5)
A, B, D IN
DOMICILIARY CARE: X
- LEVEL I $579  $521.90 | $1,737 N/A $1,100.90 N/A
- LEVEL II $579 $629.90 | $1,737 N/A $1,208.90 N/A

NOTE: *Gross income, before deductions allowed by SSI, cannot exceed 300% of the FBR.
**Net income, after deductions allowed by SSI, cannot exceed the SSI/SSP payment limit
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